2. Ryujin 2.5 Â15mm dilate mid-RCA. Exchange GW to NS with MC. Excel 2.75x28mm stent was implanted at mid-RCA. 3. Kongou 2.75x15mm post-dilate. Angiography showed suspicious dissection in the ostium. 4. We adjust the GW and GC to try to make a better angiogram but the GW lost and RCA: Acute coronary occlusion! 5. We tried to put GW from antegrade to true lumen of the artery with Runthrough and Pilot 50, but all faile. 6. Further treatment:
The right coronary artery was completely occluded at first, so when the artery occluded again the patient had no obvious discomfort. UCG (1d after operation: EF: 43%, interior diameter of atrium and ventricular is normal. The patient was closely observed and we decided to continue the operation after one month. Second time PCI 1. Angiogram after 1 month: LCX: middle subtotal occlusion, RCA: proximal total occlusion.
Runthrough, Pilot 50 and Miracle3 could not get across the occlusion! 2. Agiogram shows good retrograde from S2 to distal RCA. So we decide to try to use retrograde technique to solve the occlusion at ostial RCA. 3. LCX was semi-occlusion and we believe solve LCX is easy and is sure to make the following procedure safe. 4. GC: BL3.0 GW: Runthrough+Ryujin 2.5x20mm predilated mid-LCA. 5. Helios 3.5Â28mm stent was implanted at mid-LCA. 6. GC: BL3.0+GW: pilot 50 from antigrade to try to enter the true lumen, Pilot 50 with Finecross in S2. Then we exchanged pilot50 for sion to use retrograde technique.
Sion advanced into the distal of right coronary from retrograde. Then in order to get across the stenosis ,we exchanged sion for Pilot 50 from retrograde way.
7. Retrograde wire entered the aorta, rather than GC.
Analysis
GC with strong back up force (AL 0.75) is easily cause dissection at the ostial RCA.Dule to the GW so the was no acute occlusion. When the GW was lost, the floating intima block the vessel under the blood flow and cause the acute occlusion. We tried many times to use GC to enter from antegrade to enter the true lumen.Retrograde wire can not enter the GW,we use snare to catch the wire.Exchange the wire to PT2(300CM) so as to pull the wire out.
9. Retrograde wire (PT2) entered the right heart catheter.We pulled out PT2 long enough to advance into GC. 10. Ryujin 1.5 Â15mm predilated proximal of RCA.Ryujin 2.5 Â15mm predilated proximal of RCA. 11. Firebird 3.0Â33mm stent was implanted at RCA proximal. 12. Helios 3.0Â38mm stent was implanted at mid-distal RCA. Helios 2.75Â22mm stent was inplanted at distal RCA. Kongou 3.5Â12 mm post-dialation. 13. Take home message It is necessary for chronic occlusion lesion to choose GC with strong back up force, but should pay attention to avoid coronary artery injury. Once the GC with strong back up force injure the coronary artery, if there had been no coronary ostial occlusion, adjuct GC for coaxial and gently shift the GW to the distal coronary artery. Occlusion at the ostial is difficult to allow the GW enter the true lumen, the reverse PCI or CABG may be considered.
Case Summary:
It is necessary for chronic occlusion lesion to choose GC with strong back up force, but should pay attention to avoid coronary artery injury. Once the GC with strong back up force injure the coronary artery, if there had been no coronary ostial occlusion, adjuct GC for coaxial and gently shift the GW to the distal coronary artery. Occlusion at the ostial is difficult to allow the GW enter the true lumen, the reverse PCI or CABG may be considered. 
